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Introduction
Mycotic aneurysms of the carotid artery are uncom-
mon and potentially fatal vascular lesions.1 The
organism most frequently involved in the develop-
ment of these lesions is the Staphylococcus. Candida
albicans has been found to be the causative agent in a
number of arterial mycotic aneurysms localized in the
aorta, iliac, femoral, pulmonary, intracranial, and renal
arteries.2 – 5 In this report, we describe for the first time,
the case of a patient with a mycotic pseudo-aneurysm
of the common carotid artery caused by C. albicans.
Case Report
A 75-year-old man undergoing hemodialysis since
1997 for hypertensive end-stage renal disease was
referred to our Vascular Medicine outpatient clinic for
the appearance of a bulky, pulsatile right cervical
mass. He had a 2-week history of neck discomfort,
dysphagia, and dysphonia following the appearance
of a sudden and intense pain in the right mandible and
upper neck. The patient had no previous history of
neck trauma, surgery, or cancer and he denies any
history of recent infections. During the past year he
underwent several central vein catheterizations
because of stenosis of his prosthetic dialysis access.
Moreover, because of severe peripheral arterial disease
the patient underwent arterial bypass and iliac artery
stenting.
Physical examination revealed a pulsatile tender
mass on the right side of the neck with no bruit or
thrill. No other cervical, oral or pharyngeal lesions
were noted. No objective neurological deficits were
identified. The patient had no fever, but there was
dysphonia and a cardiac diastolic murmur (5/6) at the
aortic valve level. An echocardiogram, performed
seven months earlier, showed aortic valve insuffi-
ciency with no vegetations and normal ventricular
function.
A duplex scan of the right cervical area demon-
strated a pulsatile 3 cm large sacular pseudo-aneur-
ysm surrounded by a well defined echogenic border
and fed bythe common carotid artery 1 cm below the
bifurcation (Fig. 1). No sign of arterial dissection was
present on ultrasound examination. Bacteriological
tests of the oro-pharyngeal cavity were negative, the
total blood leucocyte count was normal and the C-
reactive protein level was slightly increased.
The patient was hospitalized and underwent
immediate surgical repair of the false aneurysm. An
anterior-lateral right cervicotomy exposed a 4 cm long
pulsatile pseudo-aneurysm extending between the
thyroid gland and the carotid artery which was
displaced laterally thus compressing the Xth cranial
nerve. The common carotid artery was dissected
longitudinally proximal to the internal carotid artery.
On the medial side of the common carotid artery,
below the bifurcation, a 5 mm round perforation
communicating with the false aneurysm was seen
(Fig. 2). No sign of infection was noted. After removal
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of the aneurysmal sac, vascular continuity was re-
established using a Dacron Intervascular tube (8 mm
diameter) with end-to-end anastomoses and re-
implantation of the external carotid artery. Bacterio-
logical culture of the aneurysmal fluid and wall were
negative but yeast culture revealed the presence of C.
albicans. Yeast and bacteriological analysis of the
surgical wound and blood cultures were negative
thus excluding a possible source of contamination.
Serum analysis excluded circulating Candida antigens
but a positive antibody titre was identified. Post-
operative recovery was uneventful and long-term
treatment with fluconazole was started. A few weeks
later the patient had recovered from the dysphonia
and dysphagia. Echography effectively excluded
endocarditis.
Discussion
Historically, the term ‘mycotic’ aneurysm refers to
infected vascular lesions. However, only 2% of these
aneurysms are indeed associated with fungal infec-
tions. Since 1966, only 49 cases of mycotic aneurysms
of extracranial arteries have been reported in the
literature (Medline search 1966–2003), none of which
was associated with C. albicans.1
The ætiology of Candida mycotic aneurysm
includes systemic candidæmia, fungal endocarditis
and iatrogenic complications of interventional
therapy. In our patient, endocarditis was excluded,
no neck trauma or surgery had taken place and no
sign of candidæmia was found. We speculate that
an episode of systemic fungal infection may have
occurred, probably as the result of an infected
indwelling catheter, with subsequent colonization
of a carotid atheromatous plaque. Indeed, the
patient undergoes hemodialysis three times a week
and in the past year he had several central vein
catheterizations and surgical procedures. The
infected plaque may have ruptured with abscess
formation in the surrounding soft tissues.
Because of the risk of rupture or cerebral emboliza-
tion, treatment of such mycotic aneurysms should not
be delayed. Surgical repair remains the treatment of
choice. Because Candida is a widespread nosocomial
pathogen, possible development of Candida aneur-
ysms as a iatrogenic complication of interventional
therapy should be taken into account in day to day
hospital medical practice.
Fig. 1. Ultrasound image of the carotid artery aneurysm.
CCA: common carotid artery.
Fig. 2. Intraoperative image of the aneurysm showing the communication with the common carotid artery.
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